There were 12 girls and seven boys. All were white, with a mean age of 5-2 years (range 18-9-7 years).
In developed countries most cases of mycobacterial lymphadenitis are caused by non-tuberculous mycobacteria.l Several series have been reported. [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] It is important to differentiate nontuberculous mycobacterial lymphadenitis from tuberculous lymphadenitis as the treatment is different. Antituberculous drugs are ineffective in nontuberculous mycobacterial lymphadenitis, and the treatment of choice is total excision.4 81012
We have reviewed the management of 19 children with non-tuberculous mycobacterial lymphadenitis. We have sought to define the likely presenting features of these infections and helpful diagnostic measurements.
Patients and methods
Nineteen cases of non-tuberculous mycobacterial lymphadenitis occurring between February 1982 and May 1984 were reviewed. Two cases were seen in Glasgow and the remainder in other British centres. The cases from outside Glasgow were known to the Mycobacterium Reference Unit in Cardiff, and with their help the consultant concerned with the case was contacted and the records obtained.
There were 12 girls and seven boys. All were white, with a mean age of 5-2 years (range 18-9-7 years). Results (Tables 1 and 2) Cervical nodes were the commonest affected (47%) followed by submandibular (31-5%) and preauricular (21%). In 16 (84%) of the children the lymphadenopathy was unilateral. Mean duration of swelling was 6-6 weeks (range 2 weeks-4 months). Appearance of the nodes varied but in 12 (63%) was suggestive of cold abscess with absent or minimal tenderness and fluctuation. Of the other seven, five (26%) had an appearance suggestive of bacterial abscess, one was cystic, and the other was a non-tender, mobile swelling. Glands varied from 1-5-7 cm in length. Two were described as a large mass, and three were fixed to underlying tissues. In one (case 16) infection developed after trauma to the area. Only two children had systemic upset. This was an intermittent fever and mild cough (case 1) and persistent cough (case 8).
Routine haematology was unremarkable. One case had a raised white cell count (15 00Ox109/l Incision and drainage was the commonest surgical procedure (61%) but, together with needle aspiration, led to a high incidence of sinus formation and scarring. After surgery 11 cases (61%) had a draining sinus for a mean of 15-0 weeks (range 6 weeks-7 months), and this only occurred after incision and drainage (eight out of 11 cases) and needle aspiration (three out of three cases). Five of these patients required further surgery, and five are left with a prominent scar. In one (case 16) sinus formation preceded surgery. In contrast, the four children who underwent total or partial excision as a primary procedure had an uncomplicated course that in two (cases 6 and 17) could not be attributed to antituberculous drugs.
Antituberculous drugs given to 15 (79%) for a mean of seven months (range 1 week-18 months) seemed to be ineffective even in the three cases (10, 11, and 13) where the organism was sensitive (rifampicin and streptomycin). In most the organism was highly resistant to all the usual first line antituberculous drugs. Prominent scarring occurred in the one child (case 1) treated by antituberculous drugs alone, whereas three of the four children treated with surgery alone (cases 15, 17, and 19) had an uncomplicated course. Drug side effects were uncommon. Case 5 developed generalised erythema after one dose of pyrazinamide. In case 10 anorexia, weight loss, and peripheral eosinophilia developed after three months of treatment with streptomycin and ethionamide and resolved on their withdrawal.
The mean duration of follow up was 10-5 months (range 3-18 months). 
Discussion

